Introduction
Delirium, which is also described as an acute or toxic confusion, occurs at any age, but is most likely to be seen in the very young or the very old. In older people, delirium occurs due to decreased reserve capacity in the ageing brain making it less able to adapt to the stress of acute illness, medication, a change in the environment or the combination of all three factors (Fretwell 1990) . The chief characteristics of delirium are its acute onset, alterations in attention and cognition, and the way in which it fluctuates.
Although delirium is considered to be a transient and reversible condition, it can persist for 30 days or longer (Inouye 1998) , and can have residual effects for many months. The people most at risk are over 85 years of age (Levkoff et al 1988) with numbers in this age group set to increase by 66 per cent over the next 35 years (OPCS 1993) .
It is now recognised that delirium is a manifestation of an often serious but reversible medical condition, which if left untreated can lead to further complications, lengthy stays in hospital and even death (Lipowski 1990) . Studies into the occurrence of delirium tend to be carried out in clinical areas providing services to large numbers of older people, such as general medical wards, general surgical and orthopaedic wards.
Between 10 and 53.2 per cent of medical patients are admitted with or go on to develop delirium.
Prevalence for surgical patients ranges from 6.8 to 60 per cent (Milisen et al 1998) . There is now more attention being given to the occurrence of delirium amongst nursing home residents (Mentes 1995 , Culp et al 1997 .
Most nursing homes operate as nurse-led units so nurses who work regularly in care homes need to be skilled in the prompt recognition of delirium followed by urgent referral to a doctor. A recent study also looked at the rate of delirium in older people living in their own homes and established this at the surprisingly high level of 35 per cent (Sandberg et al 1998) . The care of older people with a delirium in acute care settings Before you read any further check out your own ability to recognise when a person is developing delirium by considering which of the two patients described in Box 1 overleaf is likely to have a diagnosis of delirium?
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Diagnosing delirium
The most recent criteria for diagnosing delirium, based on the consensus of experts, are given in box 2. A diagnosis of delirium can also be made when there is insufficient evidence to support criterion 4, if the clinical presentation is consistent with delirium, and the clinical features cannot be attributed to any other diagnosis, for example delirium due to sensory deprivation.
It is most likely that Mrs Allan meets the typical picture of an older person developing a delirium, although it is equally possible that Miss Wiley is also developing a delirium. It is not possible for the nurse to diagnose, but the signs should be enough to alert the registered nurse that further medical and nursing assessment needs to take place. Inouye (1998) suggests that, like falls, delirium represents a 'multifactorial syndrome'. There is a complex interrelationship between a vulnerable person with particular predisposing factors and precipitating factors. For example, a person with severe dementia might develop delirium after receiving a single dose of night sedation. On the other hand, it would take a major 'insult', such as heart by-pass surgery and a stay in ITU, to cause a fit, 80-year-old person with no cognitive deficits to develop delirium. The model developed by Inouye and Charpentier (1996) to illustrate this relationship is shown in figure 1 overleaf. Box 3 contains some of the chief predisposing and precipitating factors for delirium.
Identifying delirium
The To add to its complexity, delirium can present in either a hypoactive or hyperactive form. The hypoactive form of delirium is characterised by lethargy and reduced psychomotor activity. Although this is the most common form in older people it is easily missed. Moreover, there is a danger that the hypoactive form is misdiagnosed as depression (Mentes 1995 
Definition of delirium
Delirium is characterised by a disturbance of consciousness and a change in cognition that develop over a short period of time. The disorder has a tendency to fluctuate during the course of the day, and there is evidence from the history, examination or investigations that the delirium is a direct consequence of a general medical condition (American Psychiatric Association 1994).
Delirium is commonly the only sign of 'hidden' and serious life-threatening illnesses such as pneumonia, and myocardial infarction in older people. It is important, therefore, to be able to recognise it and its significance. 
Box 2 Diagnosis of delirium DSM IV criteria
Refer to the model in figure  1 and the examples in box 3. Consider two patients you were caring for recently who developed delirium. Identify the predisposing and precipitating factors for each person. On reflection, were there any precipitating factors that could have been avoided ?
TIME OUT 2
s Martha Allan is a patient in a rehabilitation ward. She is recovering from a fall and is looking forward to going home in two days time. You go to give Mrs Allan her early morning medication and find her busying herself with the bedclothes and unable to concentrate on what you are asking her to do. Her movements are quick and she seems more enervated than usual. She tugs out the blue cellular blanket and tells you that it is the jumper she is knitting for her son.
s Catherine Wiley is a resident in the care home. Miss Wiley chooses to spend much of her time in bed and she prefers her own company most of the time. This morning when the care assistant took Miss Wiley her breakfast she was still sleeping. Miss Wiley did not respond when her name was called. The care assistant suspected that she was just more tired than usual as she got up to attend a concert the previous afternoon. The care assistant decides to leave her a little longer. assessments for all older people on admission to hospital. These tools will not give a diagnosis of delirium but will alert the team to the fact that cognitive impairment is present and, if the tool is repeated, it will also pick up changes in cognitive impairment.
Attention/inattention can be assessed using simple tests like asking the individual to recite the months of the year backwards or count backwards from 20 to one, something that a person with delirium will be very unlikely to achieve.
Among methods of screening patients for delirium are the Confusion Assessment Method (CAM) (Inouye et al 1990) and the NEECHAM Confusion Scale (Neelon et al 1996) . The CAM is in the form of an algorithm and is a useful guide for all nurses, particularly those who work in care homes. The CAM provides a sound basis for clinical decision making and articulation of the presenting problems to a doctor on call in order to ensure swift attention for the patient. Compare DSM IV (box 2) with CAM criteria (box 4) and note the similarities. CAM consists of the four core diagnostic criteria for delirium. It is easy to use, completion takes less than five minutes and the method appears to have better sensitivity and specificity than other cognitive screening instruments (Pompei et al 1995) . 
Box 4 The Confusion Assessment Method (CAM)
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delirium ous patients to feel that they are in a familiar place and, at the same time, agree that they are being treated in hospital.
Take, for example, the man who was recovering after surgery.
He Some people were aware of being 'out of control'
and rather ashamed of their behaviour. Mackenzie and Popkin (1980) suggest that people may disguise their attempts to obtain information by making a casual inquiry, and that staff should be alert to the possibility that the patient is indirectly seeking information about the event. Staff should not scold the patient or make humourous remarks which may reinforce the feeling that something embarrassing or disgraceful has taken place. This is particularly important when patients have only vague recollections of the delirious episode. Mackenzie and Popkin (1980) suggest that these patients may be fearful that 'they have acted out or been the victim of primitive impulses', so that if they remember the delirious period, will be reluctant to discuss their experiences. This should be respected. In the study by Schofield (1997) , one respondent said: 'I can't remember now -there were things I don't like and so I always try to dismiss what I don't like'. Wise (1987) gives examples of how patients might be tactfully 
Key areas for nursing interventions
There is a danger that nurses do not recognise delirium early enough to prevent it or minimise its effects.
There is also a danger that nurses do not proactively intervene when it is recognised. Instead, they resort to a limited number of reactive strategies, such as overuse of medications where behaviours, such as wandering shouting and aggression, become challenging for the multi-disciplinary team. Nurses can play a key role in proactively screening and assessing older people for the risk of developing delirium and in assessing cognitive impairments in those identified as being at risk. Some people may want to talk through what happened to them and be reassured about why they experienced a delirium and the ways in which they behaved. Psychiatry and Research, 12, 189-198. Foreman MD (1990) Complexities of acute confusion.
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Apart from supporting medical treatment, nursing interventions described in the literature typically tend to be focused around creating the best environment for the older person, and on the older person's interpersonal and psychological needs (Miller 1996) .
Clearly there is also a role for nurses to ensure that where older people are experiencing great distress, and/or behaving in a way that is harmful to them or others, some form of medication, usually sedation, may be needed. In this situation, nurses need to make sure they have tried all other alternatives, and that any sedation is given in amounts appropriate for older adults and is reviewed regularly to avoid the complications of over usage (RCN 1999) .
Foreman (1990), referring to Williams et al (1985) ,
suggests that nurses' key interventions should be focused around symptomatic and supportive measures aimed at enabling the patient to restore a sense of control, relieving any pain and discomfort and promoting physical and mental activity. According to Foreman (1990) , these interventions on their own are not enough to reduce and/or prevent delirium, although they do form the key areas in which nurses can contribute to multidisciplinary team management of delirium. Nurses need to develop their knowledge about delirium and how older people can experience delirium in order that they know what can be expected. Middleton et al (1999) found that nurses who expected to find disruptive behaviours because they knew them to be part of a medical condition or related to it, for example from pain and discomfort, were less likely to feel stressed than nurses whose perception was that the person was being disruptive.
Nurses with more advanced knowledge are more likely to select and use a wider range of interventions and thus improve their chances of being effective (Bair et al 1999) .
Conclusion
If your nursing and multi-disciplinary team is not doing anything specifically for screening, assessing and managing delirium in older people then it is not doing enough. Older people regularly use acute services and delirium in older people is a common occurrence.
Ideally, there should be a multidisciplinary guideline, protocol or standard on the screening assessment and management of delirium that includes responding to the older person's experiences of delirium. Episodes of delirium can also be considered as adverse events and subjected to audit or multidisciplinary case review in order to maximise learning and developments in patient care.
